INTRODUCTION
Insomnia is common, affecting one-third of adults in the UK 1 and North America. 2 It is costly in terms of work absence or dysfunction, impaired healthrelated quality of life, and health service use. 3 In over one-third of new patients, symptoms will become recurrent or chronic. 4, 5 Insomnia is often comorbid, and is linked to anxiety and depression, 6 physical problems, and chronic pain. 7 Assessment is important, but treatment of insomnia itself will often lead to improvements in functioning and quality of life.
Results
Emergent themes from 14 focus groups comparing participating patients (n = 30) and practitioners (n = 15), provided insights on presentation, beliefs, expectations, and management of sleep problems. Patients initially tried to resolve insomnia themselves; consulting was often a last resort. Patients felt they needed to convince practitioners that their sleep difficulties were serious. They described insomnia in terms of the impact it was having on their life, whereas clinicians tended to focus on underlying causes. By the time patients consulted, many expected a prescription. Clinicians often assumed this was what patients wanted, and felt this would hamper patients' ability to take non-drug treatments seriously. Clinicians expected patients who were already on sleeping tablets to be resistant to stopping them, whereas patients were often open to alternatives.
Conclusion
Better management of insomnia should take into account the perceptions and interactions of patients and practitioners. Practitioners need to empathise, listen, elicit patients' beliefs and expectations, assess sleep better, and offer a range of treatments, including cognitive and behavioural therapies, tailored to individual needs. Practitioner education should incorporate understanding of patients' decision-making processes, the clinicians' role during the consultation, and how to negotiate and deliver strategies for resolving sleep problems.
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attitudes; beliefs; family physician; focus groups; insomnia; nurse practitioner; primary care; qualitative research; therapeutics. prescribed a hypnotic. [8] [9] [10] There is a recognised need to improve the management of sleep problems through education of evidence-based treatment of insomnia for clinicians and patients, using psychosocial interventions, including cognitive behavioural therapy for insomnia. 11, 12 To provide better management and improve the user experience of care of sleep problems, 13 it is necessary to understand patients' and clinicians' beliefs and expectations. 14, 15 There have been a few small-scale interview studies of sleep management involving clinical specialists 16 and patients, 17 and one study of females with insomnia and their GPs, 18 but there remains limited evidence on how the primary care consultation for sleep problems might be improved, or how sleep assessment and psychosocial interventions could be introduced.
This focus group study aimed to explore experiences and expectations of patients and primary care practitioners in consultations for insomnia, and to improve the treatment of insomnia by exploring aspects of primary care consultations that are conducive to, or a barrier to, positive patient and clinician experiences. The study formed part of the modelling for a complex intervention to manage sleep problems in primary care.
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METHOD
Study design
A qualitative phenomenological approach was adopted, using separate focus groups for practitioners and patients, 20 to explore and compare the breadth and depth of experiences, beliefs, and perceptions associated with consultations for sleep problems. The researchers were interested in the lived experience of the primary care consultation for sleep difficulties, what happens during such consultations, and the meaning for those involved.
Sample
Volunteer patients (who had consulted with insomnia during the previous 6 months) and practitioners (GPs and nurse prescribers) were selected from eight general practices taking part in a quality improvement collaborative. Patients, excluding those with terminal illness or addiction to illegal substances, were recruited using postal invitations from practices, waiting room posters, and newspaper advertisements.
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Demographic information was collected to determine that participants were of different sex, age, work, and socioeconomic status.
Interviews
Three or more focus groups each of patients and clinicians were planned, including up to eight in each group, 22 with more if needed for data saturation. Meetings were held during 2008 in public venues. Semi-structured scripted question schedules were used (Appendices 1 and 2). Field notes were made and group proceedings were tape-recorded and transcribed verbatim. Neither the facilitator nor co-facilitators was a clinician.
Ethical approval
Written informed consent was obtained from participants. In case of patients becoming distressed or requiring additional support as a result of the interview, access to a psychologist was offered via the patients' GPs.
Analysis
Interview data were managed using MAXQDA2007. Constant comparative analysis was used, 23 employing a coding template agreed by three authors for the subsequent transcript analysis. A priori themes implicit in the focus group schedule were not used in the template. Separate analyses of practitioner and patient data were undertaken. The final analysis combined the two datasets to compare and contrast experiences.
RESULTS
There were 14 focus groups in all. Eleven patient focus groups (Groups A to K, with 2-5 participants in each) involved 30 service users: 11 males and 19 females, aged between 25 and 70 years, from a variety of socioeconomic backgrounds and varying work status. They had experienced sleep problems for a few months to many years, most having tried a variety of remedies, with 24 taking hypnotics (prescribed or over-the-counter) at the time of the study. Three of the 14 focus groups (Groups 1 to 3, with three, five, and seven participants respectively) involved 15 clinicians: 11 GPs and four nurse prescribers, seven males, and eight females, from a variety of settings, including urban, semi-rural and rural, as well as prescribing and dispensing group practices. Practitioners ranged from recently qualified GPs and nurse prescribers to those with over 25 years' experience. Recruitment to the focus e181
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How this fits in
The seriousness of insomnia is recognised in terms of chronicity, impact, and risk for ill health. It affects around one-third of adults in the UK; many of whom turn to primary care after having tried self-help unsuccessfully, expecting hypnotics. This study identifies barriers to better recognition and treatment of insomnia including inadequate training, lack of time, poor knowledge of treatment options, and uncertainty about evidence. Practitioners often assume that patients expect drug treatment even when patients might prefer self-care. This misunderstanding is also likely to be a barrier to non-drug options. Clinicians recognised that insomnia often has multiple causes. An important difference was that clinicians spoke about sleep difficulties in terms of causes and precipitants, whereas patients talked about the disabling impact of lack of sleep on their lives and health. Clinicians also tended to attribute insomnia to patients being depressed, while patients considered lack of sleep to be the cause of feeling depressed.
Triggers of help-seeking. Patients had often coped with sleep problems for considerable periods of time before consulting. Consultation was often triggered by significant life events or pressure from family and friends (social networks). By the time patients consulted with a GP or nurse prescriber, they had begun to see their problem as needing medical treatment rather than part of the range of normal human experience. Also, to consult a GP, some patients (whether consciously or subconsciously) felt that they had to express their sleep problem as a medical issue as a justification for the consultation:
JV Dyas, TA Apekey, M Tilling, et al groups continued until data saturation was achieved.
The findings are summarised next in four main categories: explanations for consulting, expectations within the consultation, influences on sleep management, and improving the consultation for sleep problems (full details of coding can be found in Appendices 3 and 4).
Patients' reasons and clinicians' explanations for sleep consultations
Patients perceived a need to convince practitioners of the seriousness of sleep difficulties. Although patients felt that GPs recognised the impact of sleeplessness on their lives, the psychosocial effects were often not discussed. This contrasted with the importance of the impact that lack of sleep had on their lives, which was the justification for seeking a consultation: Practitioners also attributed sleep difficulties to complex life events and adversity, understood that patients' sleep problems were psychological, social, or relational in nature, and appreciated that a decision to consult was sometimes suggested by social networks of family or friends.
Patients' and clinicians' expectations within the consultation
Practitioners expected patients to have tried selfhelp methods of improving sleep before making their appointment:
'I always find the exercise one quite good because they usually had twigged on and often didn't drink too much tea or coffee, but the exercise one was the one you could get most of them on.' (G3; C8)
In contrast, patients often spoke of having resorted to exhaustive and expensive but ultimately ineffective self-help to try to resolve the problem themselves.
Patients felt that self-help alternatives to sleeping tablets they had tried may have 'worked' in the short term but the effect 'wore off'. On the basis of this experience, some also anticipated that a similar pattern would be repeated with other non-drugbased interventions: Resistance. Practitioners expected resistance from patients to being taken off their usual sleep medication or to the suggestion of non-drug treatments. They thought that patients would resist the sleep hygiene advice and not take it seriously. However, prescribers also revealed that by not prescribing they might be perceived as not taking the complaint seriously:
'... you knew you had a bit of a battle on your hands to not prescribe sleeping tablets and get a happy patient walking out the door.' (G3; C7)
Patients also expected resistance from prescribers who might not readily accede to their requests for a prescription, but some were resistant to taking drugs and wanted an alternative: 
Influences on sleep management
Clinicians and patients described prescriptions for hypnotics as a 'quick fix' and justified this approach by claiming that they (the patients) had already tried alternatives. They argued that prescribing was legitimate in the short term, or appropriate for adverse life events such as bereavement.
Although many patients perceived that drugs did not afford a long-term solution for sleep problems, some indicated that drugs had been helpful, at least in the short term. If there was a mismatch in expectation, whereby the patient was hoping for a prescription for drugs but the GP did not prescribe, alternative approaches were viewed as ineffective. If the situation was reversed the patient accepted the prescription with reluctance. Although they did not want to be seen as asking for the drugs, patients legitimised and justified their desire for drugs by highlighting that it was their doctors' decision: Some patients welcomed a prescription they could use as needed. They found it empowering that a practitioner trusted them to take hypnotics appropriately. Others used the system to gain drugs as a fall-back for the future. Some patients, having tried different drugs, wanted a choice. Others emphasised that they had not wanted sleeping tablets. Many patients preferred not to resort to hypnotic drugs because of fear of sideeffects, especially addiction or dependence, and lack of effect. Some found drugs unhelpful or counterproductive. Others misused drugs. Practitioners often became aware of this during the consultation: Alternatives to drugs. Many patients had tried a range of alternatives to prescribed drugs for sleep problems for considerable periods before consulting. These included exercise, relaxation, over-the-counter drugs, herbal and miscellaneous remedies, or complementary therapies. Some had even read about cognitive behavioural therapy. Some implied that they had initially preferred not to seek prescription medication, which they felt was a last resort.
Many patients described, despite not initially seeking medication, shifting their stance so that they were hoping to be given a prescription by the time they sought advice. Clinicians expressed how their awareness of this expectation influenced the choices they offered. Some patients presented their expectation for drugs strongly to the GP, which had considerable influence on the decisionmaking process. Many patients found alternatives ineffective, or that the effect wore off: Clinicians were sometimes reluctant to discuss alternatives such as sleep hygiene because they thought the patient might interpret such advice as not taking their sleep difficulties seriously. Because so many patients had tried alternatives before consulting, there was an assumption that they expected a 'medical' solution from their doctor and appeared predisposed against alternative suggestions. However, 'medical' solutions sometimes included requests for complementary therapies such as hypnotism and acupuncture.
Alternatives to prescribing had been used to varying degrees by practitioners but there was an underlying concern that non-drug treatments would prove more time consuming. Using alternatives was easier if the practitioner already knew that the patient preferred not to have prescriptions, or if they could identify an alternative that would be able to help. Referral to a counsellor or psychologist was rarely, if ever, considered as an option.
Attitudes to sleep problems. Practitioners' attitudes derived from practice context, patient circumstances, and personal resources, with a greater perceived pressure to prescribe in areas with high levels of deprivation, social problems, or drug abuse. Clinicians often found consultations for sleep problems difficult because although they were reluctant to prescribe, they had few other options and felt pressure to accede to the request for a prescription: 
Improving consultations for sleep problems
Practitioners described approaches for improving the patient experience, specifically, a positive attitude to sleep problems, an acceptance that this was a legitimate presentation, and maintaining awareness of sleep problems as part of physical or psychological problems. A detailed assessment was considered essential and practitioners saw the potential benefits to comorbid conditions of treating insomnia. They saw the need to use time effectively to discuss underlying problems and the insomnia itself. Sleep diaries were adopted by some practitioners as a temporising strategy. Additional resources available to clinicians, as well as appropriate reassurance, were seen as valuable: 
DISCUSSION
Summary of main findings
The findings of this study provide insights into improving patients' experiences in consultations for sleep problems.
Patients felt they needed to convince doctors and nurse prescribers that their sleep difficulties were serious; many had attempted to resolve the problem themselves, often consulting as a last resort. Patients talked about the importance of being shown understanding, listened to, and taken seriously. They tended to describe sleep problems in terms of the impact that they were having on their lives, whereas clinicians tended to focus on underlying causes of insomnia rather than addressing sleeplessness or its consequences.
By the time patients consulted, what was initially construed as a lifestyle problem had become expressed in medical terms, with the expectation of a hypnotic prescription by some, but not all, patients and clinicians. Alternatives to sleeping tablets that patients had tried appeared to work at first but these effects 'wore off'. This led some service users, from their limited experience of self-help methods, to Clinicians also felt that some patients might not take non-drug treatments seriously. Clinicians expected patients to be resistant to stopping drugs they were already taking or reluctant to explore alternatives, whereas patients, often deriving little benefit from drugs, were open to alternatives.
Strengths and limitations of the study
The study included a range of clinicians and service users who had experienced consultations for sleep problems within the previous 6 months. They were purposively selected on the basis of their interest in sleep and wish to improve consultations for sleep problems; their views may have reflected this interest. Although limited by problems of recall, contributions were made relevant by recent exposure to consultations for sleep problems. Patients had presented recently and were more likely to have tried a range of non-prescription methods that had not solved their problem. Patients or clinicians who were less interested in this topic may have had different views, but the range of views expressed reflects those concerned to engage with improving management of sleep problems.
Comparison with existing literature
There is a burgeoning literature on the seriousness of sleep problems in terms of duration and chronicity, 24-26 impact on quality of life, work or social functioning, 27 disability, 28 and as a risk factor for physical 7 or mental health conditions. 6 Patients and practitioners recognise sleep problems to be a response to social adversity. 29 Despite this, patients often turn to primary care as a last resort, having already tried self-help 18 unsuccessfully; and when they do, they feel they need to convince practitioners of the seriousness and impact of their insomnia. Other studies have shown that by the time they consult some patients expect hypnotic drugs. 30 An empathic, listening, caring approach, as well as technical skills is needed in this, as with many other areas of practice.
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Barriers to recognition and treatment of insomnia include inadequate training, lack of time, doubts that sleep problems are important, poor knowledge of treatment options, and uncertainty about evidence. 
Implications for clinical practice and future research
Practitioners should empathise, listen, elicit patients' beliefs and expectations, and improve their assessments of sleep problems. They need to offer a greater range of treatments including cognitive behavioural therapy, tailor their approach to individual patient need, and explain the effectiveness and drawbacks of different approaches. Suitable resources will be needed and will require modelling, testing, and educational support for their implementation.
Education should incorporate an understanding of the process by which patients decide to seek help, the importance of the clinician's role, what information is important for a shared formulation of the problem, and how to negotiate strategies for resolving the problem. Clinicians need to refer more complex cases as well as to signpost patients to appropriate outside social agencies.
Evaluations of interventions to improve management of insomnia in primary care need to take into account conflicting expectations of therapy; that is, whether or not patients expect a prescription for hypnotics or an alternative, and whether they are disappointed with the outcome or not.
Clinicians and patients wish to improve primary care for insomnia. Relevant education and resources, such as better assessment methods, patient information, and treatment choices, especially non-drug options, appropriate for primary care consultations are needed.
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